Day 1 On admission his main complaints were of lethargy, recurrent hiccup, nausea, diarrhoea, shortness of breath on exertion and weight loss of two weeks duration. He had been febrile without chills, rigors or night sweats. There was no history of haemoptysis, haematemesis or malaena. He had no urinary symptoms. He was known to suffer from hypertension and gout and had taken amethyldopa and allopurinol in the past. However, he had stopped all medications for the last four months. He was married and had four children who were all well.
On examination he was afebrile and clinically anaemic. His pulse was 140/min, blood pressure was normal and he had persistent hiccup. There was no lymphadenopathy and his skin showed retro-auricular induration in addition to Kaposi's sarcoma lesions on the left hand and penis. His The patient was a 45 year old African man who was moderately immunocompromised with a CD4 count of 0-184 x 109/1. His HIV infection had been asymptomatic until two weeks before admission. He was, however, known to have hypertension and gout. His antihypertensive medication, a-methyldopa, suggests a longstanding hypertension problem. At the time of presentation we note that he had mild uraemia, raised creatinine, hyperkalaemia and anaemia. These findings could be attributed to chronic renal failure, possibly secondary to hypertension. Adrenal insufficiency should also be considered as he presented with vague gastrointestinal symptoms, nausea, abdominal pain and diarrhoea, in addition to anaemia and uraemia. This possibility will also be discussed later.
Summarising his clinical picture: two weeks before admission, the patient developed symptoms of lethargy, weight loss, fever, diarrhoea and shortness of breath. He was normotensive on admission despite a hypertensive past history and not being on any drugs for four months. So, in fact, his blood pressure may have been lower than normal for him. He had hepatosplenomegaly. He also had an elevated ESR of 140 mm at one hour, a profound anaemia-a drop of 4 g/dl in two weeks. He later developed acute renal failure as well.
Let me concentrate on the positive findings. 
This brings us to consider the possibility of miliary tuberculosis (TB). He comes from an endemic area in Africa. Miliary TB can be a very difficult diagnosis to make and often it is made only at necropsy.6 The symptoms can be vague and the onset insidious. It Post-mortem examination (Dr M Carey) Post mortem examination showed icterus of both conjuntivae, evidence of a retroauricular skin biopsy and a few small plaques over the upper arms and left thigh. The abnormalities found on internal examination were of old pleural adhesions over the upper lobe of the left lung, tracheobronchitis, pulmonary oedema with patchy consolidation in both lower lobes, marked hepatosplenomegaly (the spleen weighing 800 g) and pale, swollen kidneys. The cardiovascular system, endocrine system and central nervous system were unremarkable and no significant lymphadenopathy was found.
Histology of skin lesions was consistent with Kaposi's sarcoma. In some organs there was an infiltrate of atypical cells mainly present within small blood vessels. These cells were positive for leucocyte common antigen. B and T cell markers were negative, probably because of post mortem autolysis. These findings were those of angiotropic large cell lymphoma. In the lungs there was oedema, but no evidence of infection was found. In places alveolar septae were expanded by aggregates of lymphoma cells within capillaries. In the kid- 
